Human body surface area was extensively measured and calculated in the 19th century (Meeh, 1879) , and its correlation with caloric needs and renal clearances was demonstrated several decades ago (Gephart and Du Bois, 1915; West, Smith, and Chasis, 1948) . Because it seems to correlate well, accidentally or not, with the known variation of dosage with size, it has also been used as a basis for fluid therapy and drug dosage (Butler and Richie, 1960) .
The usefulness of surface area in clinical practice is limited by its difficulty of calculation. The standard formulae now in use (Du Bois and Du Bois, 1916; Boyd, 1935) are far too complex to use for bedside calculation. Nomograms based on these formulae have been evolved, but they also have disadvantages at the bedside. A simple formula, capable of being calculated on the back of an envelope, would be useful.
Surface area is usually calculated from weight and height, or from height alone. Comparisons of measured surface area with either or both of these parameters have shown considerable scatter, so that even the most perfect formula based on weight and height will deviate from the measured value by over 6% in at least a third of the cases (Boyd, 1935 Boyd (1935) .
It will be noted that only formula 5 is significantly more accurate than the presently proposed method, and that this difference is slight despite the incorporation of height in the Boyd formula. The present formula seems quite adequate for use in determining the basal metabolic rate, being at least as accurate as the widely used Du Bois formula. 
